Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 1/1/2023-12/31/2023
Denver Health Medical Plan, Inc.: Elevate Silver Select 73% Coverage for: Individual + Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share

the cost for covered health care services. NOTE: Information aboutthe cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-855-823-8872. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You
can view the Glossary at www.healthcare.gov/shc-glossary or call 1-855-823-8872 to requesta copy.

Important Questions m Why This Matters:

Generally, you must pay all costs from providers up to the deductible amount before this plan

Whatis the overall $5,500 / individual or begins to pay. If you have other family members on the plan, each family member must meet their
deductible? $11,000 / family. own individual deductible until the total amount of deductible expenses paid by all family members

meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible amount. A

Are there services ves. Pr(_eventwe care services and copayment or coinsurance may apply. Forexample, this plan covers certain preventive services

covered beforeyoumeet | preveniive pharmacy are covered without cost sharing and before you meet your deductible. See a list of covered preventive

your deductible? before you meet your deductible. ) , g y your deductivle. preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

deductibles for specific | No. You don’'t have to meet deductibles for specific services.

services?

. " For network providers The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
‘f‘"‘.a‘ IS th? out-of-pocket $7.250 individual / family members on this plan, they must meet their own out-of-pocket limits until the overall family out-
limit for this plan? ’ "

— $14,500 family. of-pocket limit is met.

Premiums, balance-billed charges
and health care this plandoesn’t | Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
cover.

Whatis notincluded in
the out-of-pocket limit?

Yes. See This plan uses a provider network. You pay less when using a providerin the plan’s network. You

Will you pay less ifyou eea e pay more if you use an out-of-network provider, and you may receive a bill from a provider for the

use a network provider? | find-doctor or call 1-855-823-8872 difference of the provider's charge and what your plan pays (balance billing). Your network provider
' for a list of network providers may use an out-of-network provider for some services. Check with your provider before you get

services.

Yes. Self-referral to First Health
Do youneed a referralto | providers in Coloradois allowed This plan will pay some or all of the costs to see a specialist for covered services if you have a referral
see a specialist? for outpatient mental health before you see the specialist.

services only.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlineditems. You can view
the Glossary at www.healthcare.gov/sbc-glossary orcall 1-855-823-8872 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 1/1/2023-12/31/2023
Denver Health Medical Plan, Inc.: Elevate Silver Select 73% Coverage for: Individual + Family | Plan Type: HMO

i‘ All copaymentand coinsurance costs shown in this chart are after your deductible has been met, ifa deductible applies.

What You Will Pay
Common Out-of-Network Limitations, Exceptions, & Other Important

Services You May Need Network Provider Provider

(You will pay the least) (You will pay the Information

Medical Event

Primary care visit to treat an

ot s $45 copaylvisit 100% coinsurance [ none ]
fyouvisita health  —ooais ! $90 copayhvisit 100% coinsurance | | none ]
care provider’s office Care must be received by a Columbine
or clinic Other practitioner office visit $90 copay for chiropractor 100% coinsurance Chiropractic provider. Coverage is limited to 20

visits annually.
Preventive care/screening/

mmunization No Charge 100% coinsurance none
Diagnostic test (x-ray, blood 40% cqinsurance after 100% coinsurance none
work) deductible/test -
IFyouhave a test 40% coinsurance after
Imaging (CT/PET scans, MRIs) ik d‘; clibleftest 100% coinsurance Pre-authorization required.
Preventive Care medications are provided with no
cost-sharing, regardless of tier.
Preventive drugs (Tier1) No Charge 100% coinsurance | Drygs listed in the formulary as Medical Service
If you need drugsto Drugs (Tier 6) will have applicable out-of-pocket
::r::::j\i,t?our: illness or amounts according to the plan’s medical benefit.
More information about gg re)\;e; I;Z?)It:olggsrmacy: Coversupto a 30-day supply (retaill prescription);
prescription drug 90 Day: $40 copay 31-90-day supply (mail order prescription).
coverageis available at | Genericdrugs (Tier2) Non-Denver Health Pharmacy 100% coinsurance Drugs listed in the formulary as Medical Service
WV;’V‘l’-de”"e}”l‘ea'thmed' 30 Day: $40 copay Drugs (Tier 6) will have applicable out-of-pocket
calp art].orq ebevate- 90 Day: $80 copay amounts according to the plan’s medical benefit.
current-members :
Denver Health Pharmacy: Coversupto a 30-da¥ supply (retaill pr_escription);
Preferred brand drugs (Tier3) | 30 Day: $50 copay 100% coinsurance | 31-90-day supply (mail order prescription).

90 Day: $100 copay Drugs listed in the formulary as Medical Service

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlineditems. You can view
the Glossary at www.healthcare.gov/sbc-glossary orcall 1-855-823-8872 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Denver Health Medical Plan, Inc.: Elevate Silver Select 73%

Common
Medical Event

Services You May Need

Coverage Period: 1/1/2023-12/31/2023

Coverage for: Individual + Family | Plan Type: HMO

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network

Provider

(You will pay the

Limitations, Exceptions, & Other Important
Information

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

Non-preferred brand/Preferred
Specialty drugs (Tier4)

Specialty drugs (Tier5)

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical

transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Non-Denver Health Pharmacy
30 Day: $100 copay

90 Day: $200 copay

Denver Health Pharmacy:

30 Day: 15% Coinsurance

90 Day: 15% Coinsurance
Non-Denver Health Pharmacy
30 Day: 15% Coinsurance

90 Day: 15% Coinsurance

Denver Health Pharmacy:
30 Day: 15% Coinsurance
90 Day: N/A

Non-Denver Health Pharmacy
30 Day: 15% Coinsurance
90 Day: N/A

40% coinsurance after
deductible

40% coinsurance after
deductible

$300 copay

40% coinsurance after
deductible

$150 copay

40% coinsurance after
deductible

40% coinsurance after
deductible

100% coinsurance

100% coinsurance

100% coinsurance

100% coinsurance

$300 copay

40% coinsurance
after deductible
$150 copay

100% coinsurance

100% coinsurance

Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Covers up to a 30-day supply (retail prescription);
31-90-day supply (mail order prescription).

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Covers up to a 30-day supply (retail prescription);
31-90-day supply (mail order prescription).

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.
Pre-authorization required.

Pre-authorization required.

none

none

none

Pre-authorization required.

Pre-authorization required.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlineditems. You can view

the Glossary at www.healthcare.gov/sbc-glossary orcall 1-855-823-8872 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Denver Health Medical Plan, Inc.: Elevate Silver Select 73%

Coverage Period: 1/1/2023-12/31/2023
Coverage for: Individual + Family | Plan Type: HMO

What You Will Pay
Out-of-Network
Provider

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

Network Provider

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental oreye care

Outpatient Services

Inpatient Services

Office visits

Childbirth/delivery
professional/facility services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam

Children’s glasses

Children’s dental check-up

(You will pay the least)

$45 copay per office visit, other

outpatient services 40%
coinsurance after deductible
40% coinsurance after
deductible

$45 copay

40% coinsurance after
deductible
40% coinsurance after
deductible
40% coinsurance after
deductible
40% coinsurance after
deductible
40% coinsurance after
deductible
40% coinsurance after
deductible

40% coinsurance after
deductible

No Charge
No Charge

100% coinsurance

(You will pay the

100% coinsurance

100% coinsurance

100% coinsurance

100% coinsurance
100% coinsurance
100% coinsurance
100% coinsurance
100% coinsurance
100% coinsurance

100% coinsurance

100% coinsurance

100% coinsurance

100% coinsurance

none

Pre-authorization required.

Preventive/prenatal visits and one postnatal visit
are a $0 copay. Cost sharing may apply for

additional services.

none

Pre-authorization required.

Coverage is limited to 30 visits annually per type

of therapy.

Coverage is limited to 30 visits annually per type

of therapy.

Pre-authorization required. Coverage is limited to

100 days per year.

Pre-authorization required.

Pre-authorization required.

none

Coverage is limited to one pair per 24-month

period per child age 18 and under.

Only dental coverage is fluoride varnish at PCP

visit.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlineditems. You can view

the Glossary at www.healthcare.gov/sbc-glossary orcall 1-855-823-8872 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 1/1/2023-12/31/2023
Denver Health Medical Plan, Inc.: Elevate Silver Select 73% Coverage for: Individual + Family | Plan Type: HMO

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Abortion (except in cases of rape, incest, orwhen e Long-term care e Routine foot care
the life of the mother is endangered) e Non-emergency care when traveling outside the o Weightloss programs
e Cosmetic surgery u.S.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture e Dental care (Adult) e Private-duty nursing (when medically necessary)

e Bariatric surgery e Hearingaids e Routine eye care

e Chiropractic care o Infertility treatment e Transgenderhormone therapy and surgical
procedures

YourRights to Continue Coverage: There are agencies that can help if you wantto continue your coverage after it ends. The contact information for those agencies
is: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsa, or the U.S. Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be
available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaintis called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Elevate Health Plans at 1-855-823-8872 or www.denverhealthmedicalplan.org/elevate-current-members, or the Department of Labor’'s Employee Benefits
Security Administration at 1- 866-444-EBSA (3272) or www.dol.gov/agencies/ebsa.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlineditems. You can view
the Glossary at www.healthcare.gov/sbc-glossary orcall 1-855-823-8872 to request a copy.
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Aboutthese Coveraae Examples:

&

A

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Pegis Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

M The plan’s overall deductible: $5,500

W Specialist copayment: $90 copay

B Hospital (facility) coinsurance:40%

coinsurance after deductible
H Othercoinsurance: 100%

This EXAMPLE eventincludes services like:

Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)
Total Example Cost

In this example, Peg would pay:
Cost Sharing

Deductibles
Copayments
Coinsurance

What isn’t covered
Limits or exclusions
The total Peg would pay is

$12,700

$5,500
$90
$1,700

$60
$7,310

The plan would be responsible for the other costs of these EXAMPLE covered services.

controlled condition)

M The plan’s overall deductible: $5,500
W Specialist copayment: $90 copay
B Hospital (facility) coinsurance:40%

coinsurance after deductible

H Othercoinsurance: 100%

This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $900
Copayments $2,000
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,920

up care)

M The plan’s overall deductible: $5,500

W Specialist copayment: $90 copay

B Hospital (facility) coinsurance:40%
coinsurance after deductible

B Othercoinsurance: 100%

This EXAMPLE eventincludes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $1,700
Copayments $600
Coinsurance $0

What isn’t covered
Limits or exclusions $0
Thetotal Mia would pay is $2,300
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 1/1/2023-12/31/2023
Denver Health Medical Plan, Inc.: Elevate Silver Select 73% Coverage for: Individual + Family | Plan Type: HMO

Language Access Services:

(Spanish) Si usted, o alguien a quien usted estd ayudando, tiene preguntas acercade Denver Health Medical Plan, Inc. tiene derecho a obtener ayuda e informacion ensu
idioma sin costo alguno. Para hablar con un intérprete, llame al 1-855-823-8872.

(Vietnamese) N&u quy vi, hay ngwdi ma quy vi dang gitp d&, cé cau hoivé Denver Health Medical Plan, Inc. quy vi s& cé quyén duwgc gitip va céthém thong tin bang ngén
nglt cla minh mién phi. D& ndi chuyén véi mot thong dich vién, xin goi 1-855-823-8872.

(Chinese) 41 3 & s S IEAE £ BB N A il it Denver Health Medical Plan, Inc. J5 it 1 [ REIEE RERI 002 DUE I RGBS 2B Bh FnFA B AR IR — A7 BHGE B G 208 1-
855-823-8872.

(Korean) 2t2F 2|6 L= oI 10 Y M A2 0lDenver Health Medical Plan, Inc. 0l 2ol A 2 20| JACHH Floles s =3 82 E Hote H 2
HE R8I0l 22 = A= Aot ASLICHL OZH SS A2 0HII6tI] ?I0H A =1-855-823-88722 &M Stot& Al 2.

(Russian) Ecau y Bac naun nnua, KOTOPOMy Bbl MOMOraeTe, UMetroTcA Bonpockl no nosogy Denver Health Medical Plan, Inc. To Bbl MeeTe npaBo Ha 6ecniiaTHoe NoayyYeHue
nomoLwm n MHPopmaumnm Ha BaleM A3blKe. [lna pa3roBopac NepeBoAYMKOM NO3BOHUTE No TesnedoHy 1-855-823-8872.

(Amharic) ACaP: @LIACOLLL L1001 N? AADenver Health Medical Plan, Inc. TPEhAT i PA 9°39° h&f OLIRP ACAFG avlB 99711 ooVt AdTu hhdtCaL
IC Aarp1CE 1-855-823-8872 £.M+(v::

(Arabic)d<lusls Denver Health Medical Plan, Inc.oofSékeluad g i ssad paaddose i Alinifia e pady
Jlal - 1-855-823-8872.

(German) Falls Sie oder jemand, dem Sie helfen, Fragen zum Denver Health Medical Plan, Inc. haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer
Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-855-823-8872 an.

(French) Sivous, ou quelgu'un que vous étes en train d’aider, a des questions a propos de Denver Health Medical Plan, Inc. vous avez le droit d'obtenir de l'aide et

I'information dans votre langue a aucun co(t. Pour parler a uninterprete, appelez 1-855-823-8872.

(Nepali)  21f% 7uTg 21T w7efT 27t 2rereman a1 12, 57 %S w2 e ig-e, Denver Health Medical Plan, Inc.
TN T w1 W ST AT ST S5 T ST T e T3 AR S | T (FXTe0) ST TRt 1855 823 8872 w1

i -ﬂ.E:.’.H |
w
(Tagalog) Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Denver Health Medical Plan, Inc. may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-855-823-8872.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlineditems. You can view the Glossary at
www.healthcare.gov/shc-glossary orcall 1-855-823-8872 to request a copy.
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(Japanese) AR AKE., FZIXBEREOF DAY D J5 T Denver Health Medical Plan, Inc.
IZOWTZEMNZSWE LS, THEOSETYA— 220720, HFREAFLEVTHZENTEET, I N0ETA, BIREBFEHEINDIGE
. 1-855-823-8872 £ THEAH 723V,

(Cushite) Isin yookan namni biraa isin deeggartan Denver Health Medical Plan, Inc. irratti gaaffii yo gabaattan, kaffaltii irraa bilisa haala ta’een afaan keessaniin odeeffannoo
argachuu fi deeggarsaargachuuf mirga ni gabdu. Nama isiniif ibsu argachuuf, lakkoofsa bilbilaa 1-855-823-8872 tiin bilbilaa.

d%u . (Persian) Denver Health Medical P|an' Inc. .\wgg\j&& lel:\,f\log J))}LL%} Jj\m}}i UUL‘J) 44 llL.L)\am”de 448 M\\))&M JJH HﬁJUd‘ .Myﬂ M]Lﬁ‘t‘\\‘g)) M”LLJGMS 448 M‘\‘\,\ l\;,dwi JMN' L4 gy u},l).l R s )
alad)idyy 8872-823-855-1 ialyuy

(Kru) I bale we, tole mut u ye hola, a gwee mbarga inyu Denver Health Medical Plan, Inc. U gwee Kunde | kosna mahola ni biniiguene i hop wong nni nsaa wogui wo. | Nyu
ipot ni mut a nla koblene we hop, sebel 1-855-823-8872.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlineditems. You can view the Glossary at
www.healthcare.gov/shc-glossary orcall 1-855-823-8872 to request a copy.
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